Workplace incivility is a well-documented issue in nursing. It has the potential to cause emotional and physical distress in victims, and potentially affect the quality of care provided. Research in acute care settings found that facilitated educational training sessions related to workplace incivility, in combination with experiential learning activities, assisted nurses in improving their understanding of workplace incivility and their communication skills. It has also been found to reduce workplace incivility. The purpose of this quality improvement project was to see if implementation of a civility training program would: a) increase the staff nurses' ability to recognize workplace incivility, b) reduce workplace incivility on a nursing unit, and c) increase confidence in the staff nurses' ability to respond to workplace incivility when it occurs. The project design involved implementing a civility training program that included education about incivility through facilitated discussions, as well as teambuilding exercises and experiential learning activities involving practice in responding to incivility in a safe environment. The project was implemented in a medically-focused medical-surgical unit at a rural Kentucky hospital with a sample of nine registered nurses. The findings of the project included no significant changes in 101 the frequency of the nurses' experiences with incivility in their unit. It did result in statistically significant increases in the nurses' self-assessed ability to recognize workplace incivility and confidence in the nurses' ability to respond to workplace incivility when it occurs. It was concluded that implementing this type of intervention in other rural nursing settings might help nurses have greater confidence in their ability to recognize and respond to workplace incivility.
exercises, and an experiential learning exercise that allowed for practice in responding to workplace incivility scenarios in a safe environment. A quality improvement framework was used to guide the project. Benner (2001) theorized that nurses transform information into knowledge through experiential learning. In her seminal work, Benner (2001) detailed her philosophy of how basic knowledge is transferred from superficial to deep understanding through the practice of nursing, as a nurse goes through the five major stages of nursing experience. Nurses at the novice level, are beginning learners. They have a basic knowledge of nursing practice through rote memorization of facts and some classroom application, but they have not experienced learning through actual interactions with nurses and patients, or have very limited experience.
Theoretical Framework
Once a nurse has had a fair amount of clinical experience, he or she moves to the advanced beginner stage (Benner, 2001) . Through experience, the advanced beginner can demonstrate some understanding beyond the basic level. The advanced beginner can begin to prioritize care, but still needs supervision and guidance in decision-making and in the management of care. The next stage of nursing is the competent stage, which occurs after the nurse has two to three years of experience (Benner, 2001) . The knowledge that the competent nurse applies to practice is objective, as well situation, rather than isolated parts. Subtle patient needs or issues are detected more readily by the proficient nurse, as compared to the competent one. The proficient nurse can perceive a situation and the flexibility to respond, if the situation changes. The expert nurse is no longer thinking or perceiving based primarily on previous training or education, but knowledge from experience (Benner, 2001 ). Benner's (2001) philosophy of nursing knowledge development can be useful in assisting nurses in dealing with workplace incivility, because it provides a framework for nursing staff education. Using Benner's philosophy, the project leader was able to guide nurses in recalling their previous experiences as they progressed through the different stages of personal and professional development as a nurse. The project leader also assisted the nurses in discovering their current expertise levels, and help them to better understand and assist other nurses with less experience.
Benner's philosophy also encourages the use of experiential learning in moving learned information, such as interpersonal communication techniques, into deeper understanding for actual utilization in practice. According to Benner (2001) , for nurses to truly learn, they must be exposed to situations, through actual or simulated practice, in order to transfer superficially understood information into true knowledge and understanding. Once true understanding takes place, learned skills can be fully used in practice.
Review of Literature
There are four major categories of available evidence related to interventions aimed at helping nurses manage workplace incivility. There are studies that involved non-interactive, or non-facilitated, educational sessions about workplace incivility with experiential learning exercises. Facilitated training refers to learning sessions that are interactive and involve group discussion, rather than traditional one-way teaching methods. Some of the studies have facilitated educational sessions, but no experiential learning exercises. Studies were found that included educational sessions only, with no facilitation or experiential learning exercises. Finally, there were studies that focused on a combination of facilitated educational sessions about workplace incivility with experiential learning exercises involving practice in responding to bullying behaviors effectively. Mallette, Duff, McPhee, Pollex, and Wood (2011) used a randomized controlled trial to study effective formats for training nurses in managing nursing incivility. The purpose of the study was to evaluate the effectiveness of traditional educational methods versus a virtual world-based experiential learning program in helping nurses successfully deal with horizontal violence, or incivility, in the workplace. The study was conducted in one Canadian hospital using a convenience sample of 164 nurses who were past their probationary periods, and who worked in tertiary care. The participants were randomly divided into five groups. One group completed a workbook about incivility and how to respond to it. Another group did a self-directed e-learning module. A third group participated in a virtual world training program, using the Second Life format, to role-play, practice, and receive feedback on responding to incivility in the virtual Journal of Rural Nursing and Health Care, 17(1) http://dx.doi.org/10.14574/ojrnhc.v17i1.438 107 workplace. A fourth group completed both the e-learning module and the virtual world training program. The final group was a control group with no training provided. Mallette et al. (2011) found that all forms of educational training resulted in high satisfaction rates, with the highest being given to the combined e-learning module (M = 6.43, SD = 0.60) and virtual world training sessions (M = 6.12, SD = 0.51) on a 7-point Likert-type scale. There was overwhelmingly positive feedback given by those using the Second Life virtual world program.
Non-facilitated Education and Experiential Learning Exercises

Online
All types of educational training formats resulted in increased knowledge about horizontal violence, comparing the pretest to the posttest, except the group using the virtual world training alone. The participants' ability to respond to horizontal violence with a trained actor was not significantly different for any of the groups, including the control group. However, all the intervention groups showed improvement in self-efficacy and confidence, especially in their confidence in their ability to respond to incivility. Dahlby and Harrick (2014) studied the use of an educational program about lateral violence, or incivility, in the workplace and cognitive rehearsal of appropriate responses to lateral violence in improving nurses understanding of lateral violence and frequency of experiences with lateral violence in the workplace. The study involved 46 RNs from two medical-surgical units in one healthcare organization in the United States. While there were positive increases in the nurses demonstrated understanding of lateral violence and its potential negative consequences in the workplace when comparing the pretest and posttest, the results were not statistically significant.
There was qualitative data from a manager from one of the assessed units stating that she had seen nurses discussing how to respond to a situation involving lateral violence, based on the training they received. Nursing and Health Care, 17(1) http://dx.doi.org/10.14574/ojrnhc.v17i1.438 incivility, or lateral violence, and to improve the workplace culture in one healthcare system. Over a three-year period, 4,032 practicing RNs at a five-hospital, integrated healthcare organization in the northeastern United States participated in a 60-to-90-minute training workshop. Findings indicated a decrease in verbal abuse at work from 90% (n = 633) to 76% (n = 369) following the interventions. The nurses reported an increased ability to problem-solve in the post-intervention survey. There was also a reduction in the vacancy and turnover rate for nurses.
Online Journal of Rural
Facilitated Educational Sessions with no Experiential Learning Exercises
Clark, Ahten, and Macy (2013) studied the effects of educating senior nursing students about nursing incivility and using observed role play in the academic setting involving incivility in the nursing workplace. In this study, the researchers used problem-based learning, in which the participants were given preparatory readings about nursing incivility, and how to respond to it, prior to the training. The researchers lead the 65 student participants in a one-hour, interactive class discussion. The students then observed role play by actors, who were not students, acting out a scenario involving nursing incivility. After the training session, the senior nursing students had small-group debriefing sessions and provided written feedback about the perceived effectiveness of the training. The feedback from the students about the effectiveness of the training was generally positive, although some students were disturbed by the realistic nature of the scenario. Clark et al. (2014) then completed a 10-month follow-up qualitative study with the students, who were now working in the practice setting as licensed RNs. The 18 participating novice RNs reported that the training they received in the classroom setting had prepared them to better recognize and respond to nursing incivility when it occurs. They also named several barriers to truly responding to incivility effectively, such as being a new nurse and intimidation. In this study, the researchers did not have the participants actively practice responses to incivility. Rather, they observed role play and discussed appropriate responses to the instigator. Grenyer et al. (2004) also used an incivility educational training program containing facilitated training, but without experiential exercises. The researchers developed modules pertaining to aggression and violence minimization that were used to train workers in managing incivility in nursing. The healthcare workers received education about workplace incivility and used training exercises with the objective of communicating effectively in response to aggression.
The training was divided into two eight-hour modules, one four-hour module, and one two-hour module. Mean scores were significantly higher on the post-test (M = 4.03, SD =.59, t = 3.23, p = .00) when compared to the pre-test scores (M = 3.63, SD =.79) for the nurses perceived ability to management incivility. There were some complaints about the length of the training sessions. Barrett et al. (2009) evaluated the role that a teambuilding and lateral violence training program had on improving group cohesion and job satisfaction in nurses. Surveys were sent to RNs in an inpatient surgical unit, a critical care unit, an emergency department, and an inpatient operating room at a Rhode Island Magnet hospital two months prior to and three months after the training. The teambuilding and lateral violence prevention training involved two 2-hour team training sessions with facilitated learning in small groups. The median pre-score (540) was significantly lower than the postscore (612, p = .037). The median score (Md = 540) for group cohesion had a statistically significant improvement after the intervention (Md = 612, p= .037).
There was also an improvement in the nurses reported job satisfaction.
Educational Sessions Only
Dimarino (2011) prior to the intervention and four months after completion of the educational sessions. Participants also kept a logbook of any observed or personally experienced bullying behaviors in the workplace. The intervention resulted in a decrease in from 37.5% (n = 6) to 6.3% (n = 1) participants reporting personal experiences with bullying. Unit managers also reported observing the nurses using conflict management skills more frequently after the training program was completed. However, the job satisfaction scores of the group were unchanged from preintervention to post-intervention. There was a non-significant increase in overall experiences with workplace bullying, including observed acts, following the training. The researchers attributed this increase in bullying behaviors to the small size of the sample for the pilot study. Greater success at reducing bullying behaviors was discovered in studies that used facilitated educational sessions, along with experiential learning exercises.
Facilitated Educational Sessions with Experiential Learning Exercises
There are several studies that support the use of facilitated training sessions with experiential learning activities in improving nursing workplace incivility and related outcomes. Griffin (2004) developed a program in which cognitive rehearsal, a form of mental practice, was used to train nurses to respond effectively to bullying through education and practice in using preset responses to bullying in a non-threatening setting. This is a seminal work in developing effective interventions to reduce incivility in the nursing workplace. Twenty-six newly licensed nurses hired at a New England hospital were selected to participate in the study. They were taught about incivility in nursing and given cue cards with assertive responses to common forms of bullying behaviors in the nursing workplace. The novice nurses were then guided in cognitive Online Journal of Rural Nursing and Health Care, 17(1) http://dx.doi.org/10.14574/ojrnhc.v17i1.438 112 rehearsal to practice mentally responding to those behaviors using the hints on the cue card. One year after the training, post-intervention interviews revealed a 100% (n = 26) stoppage of bullying behaviors on the units in which the nurses worked. The novice nurses reported that either they experienced no bullying after training or that their use of assertive responses to bullying behaviors resulted in no repeated bullying experiences. Oostrom and Mierlo (2008) to be effective in helping nurses better understand and respond to workplace incivility, as well as reducing unit incivility.
Agency Description
The hospital is a non-profit, public hospital. The hospital holds two medical-surgical floors.
One of the medical-surgical units (MS-1) primarily focuses on surgical recovery, while the other unit is medically-focused (MS-2). The implementation involves an intervention with the evening shift nurses on MS-2 medical-surgical unit. The unit holds 28 patient beds and primarily admits elderly patients and young pediatric patients. Routinely this unit has multiple admissions and discharges during the two primary 12-hour shifts.
The target population for this project was evening shift nurses on MS-2. The evening shift on the unit had eight registered nurses (RNs). At the time of the project, the unit also had several
RNs from a recently closed wound care floor routinely working on the evening shift. All the nurses on this shift and on this unit, were females and the majority were Caucasian. Usually four RNs worked on the unit on a given night. They generally did not use unit clerks, but they occasionally had nursing assistants on this shift. Travel nurses were not generally utilized on this shift, but asneeded workers were sometimes used. The unit was recommended to the project leader by the unit manager and was selected because they did not have major reported issues with incivility.
The intervention was developed for work environments that are not experiencing extreme problems with incivility. Even though there were no major incivility problems on MS-2, the nursing staff reported experiences with routine workplace tensions and conflict, such as occasional irritation at the behavior of coworkers. Issues that put the nurses at risk for workplace incivility without the opportunity to work with more experienced nurses. There were also variety of age groups represented in the nurses working on the evening shift, from college-aged to middle-aged.
This was a potential source of workplace conflict. The intervention was completed during the shift at a time when the nurses typically experienced downtime, to avoid overtime and to increase participation.
Project Design
Model for Improvement
The Model for Improvement (MFI) by Langley et al. (1996) was used to guide the proposed intervention. The model includes the fundamental questions: What are we trying to accomplish?
How will we know that a change is an improvement? What change can we make that will result in an improvement (Langley et al., 1996) ? These questions are posed to allow for the setting of aims, establishing measures, selecting changes, and testing changes. The model emphasizes the importance of including the right team members in the plan. It also includes the Plan-Do-Study-Act (PDSA) cycle to guide each step in the process of developing and implementing a quality improvement project.
The beginning step of using the MFI (Langley et al., 1996) involves deciding on the goal, or aim, of the project. The primary goals of the quality improvement project were to increase the nurses' ability to recognize workplace incivility, reduce unit incivility, and assist nurses in better
The participants' ability to recognize incivility and confidence in their ability to respond to incivility was measured using the Confidence Scale developed by Mallette et al. (2011) . The
Confidence Scale is domain specific to incivility. In the instrument, a 100-point scale is used to measure confidence in ability to respond to incivility, to recognize incivility when it occurs, and to modify the response to a situation related to incivility. The strength of efficacy is measured on a scale that uses 10-point increments, ranging from no confidence (0 points) to high certainty in the ability to respond (100). There is no psychometric analysis of this instrument available at this time. However, no other instrument was found for measuring self-efficacy related to nursing incivility with psychometric testing.
Implementation
One month before the implementation of the intervention, the project leader met with the charge nurse of MS-2 to discuss the project, project objectives and implementation plan. The Recruitment activities included a unit presentation, emails, and a flyer. The project leader met with the participants in three separate small groups prior to the beginning of the intervention for an informational session to briefly explain the project, the reasoning behind the training, and answer any questions potential participants had about the quality improvement project. An emphasis was placed on improving workplace communications, rather than reducing incivility, to reduce a perception of the unit being problematic. The members of the group were assured of confidentiality of any content discussed at the training sessions. They were also assured that all data collected during the implementation would be maintained without participant identifiers, and reported in the aggregate. An informational email, with a copy of the cover letter attached, was sent to the participants via email two weeks and one week prior to the intervention. During the informational sessions, a copy of the cover letter was provided to the participants and reviewed by the project leader. An informational flyer was posted in two areas of the unit, designated by the unit manager, one week prior to the intervention, as a reminder of the upcoming project.
The pilot project was open to all registered nurses, with an active license, hired to work on the evening shift on MS-2. This included nurses from the closed wound care unit. The training sessions were completed on the evening shift during an unscheduled break period, due to the anticipated difficulty of getting the nurses to return to the facility on days that they are not scheduled to work. This break period did not replace the nurses' normally scheduled work breaks.
The project leader duplicated each training session multiple times each week, until all participants attended each training session.
the Workplace Incivility Scale and the Confidence Scale during the informational session. The questionnaire generally took three to five minutes to complete. The questionnaire was given a second time two weeks following the completion of the training program. There were a variety of timeframes for evaluating program effectiveness in the literature, from immediately following the training to six months after training was completed. The data collection timeframe did not appear to effect the study outcomes. Two weeks was selected because it allowed for some distance from the training sessions. Individual participant questionnaires were coded by the participant, using two close family member's dates of birth, so that they could be paired for data entry. Demographic data, including sex, age, race, and work experience were collected on a separate form during the informational sessions. The demographic information was collected in a separate envelope to avoid participant identifiers from being attached to the questionnaires. The participants were asked to sit at a distance far enough from each other to avoid being able to see other participants' responses when completing the questionnaires and the demographic data.
The data from the questionnaires and demographic form were entered into a SPSS (version 21) file developed and coded for the project. Descriptive analysis, including mean and standard deviation, of the pretest and posttest questionnaires was performed. A paired two-tailed t-test was used to analyze the difference in mean scores for the items on the pretest and posttest. The level of significance was .05. The effect size was also calculated. Data entry was performed by the project leader. The items from the two questionnaires used in the quality improvement project were analyzed separately.
Results
Demographic data were collected from each participant. Nine participants completed the quality improvement project in its entirety. All the participants were female, ranging from 24 to 56 years of age, with a mean age of 38. Eight of the nurses were Caucasian. One participant was
Asian. The mean years of experience as a registered nurse was 3.65 years (SD = 6.18), with the majority of the nurses having three or less years of experience as an RN. The median years of experience working on this nursing unit was two years.
Workplace Incivility Scale
A paired t-test was performed to compare the pretest and posttest means for each of the seven items from the Workplace Incivility Scale. How often does someone pay little attention to your statement or opinion? (n = 9)
-.333 ± 1.23 -.816 8 .438
How often does someone make mean or derogatory remarks to you? (n = 9)
-.222 ± .44 -1.512 8 .169
How often does someone address you in unprofessional terms? (n = 9)
.111 ± 1.05 .316 8 .760
How often does someone ignore or exclude you from professional camaraderie? (n = 9)
-.111 ± 1.05 -.316 8 .760
How often does someone doubt your judgement? (n = 9)
-.222 ± .83 -.800 8 .447
How often does someone make unwanted attempts to discuss personal matters? (n = 9)
.000 ± 1.00 .000 8 1.000 the scale (Table 1) . None of the posttest items of the Workplace Incivility Scale had statistically significant differences when compared with the pretest (Table 2) . Table 2 Workplace Incivility Scale Pretest and Posttest Means Item Pretest Means ± SD Posttest Means ± SD How often does someone put you down or condescend to you? (n = 9) 2.11 ± 1.27 2.44 ± 1.51
How often does someone pay little attention to your statement or opinion? (n = 9)
2.22 ± .97 2.56 ± .88
1.78 ± 1.30 2.00 ± 1.66
1.78 ± 1.56 1.67 ± 1.00
2.00 ± 1.23 2.11 ± 1.05
2.22 ± 1.20 2.44 ± 1.74
1.89 ± 1.17 1.89 ± 1.36
Confidence Scale
A paired t-test was performed to compare the pretest and posttest mean scores for each of the three items from the Confidence Scale (Table 3 ). The analysis revealed a statistically significant increase in the posttest mean scores for each item on the instrument, when compared to the mean scores on the pretest. On the item related to the participants' ability to recognize incivility when it occurs, there was a statistically significant increase in the mean score on the posttest (M = 93.33, SD =8.66, t (8) = -2.871, p =.021), when compared to the pretest mean score 
Discussion
In this project, a modified version of the CREW program was used as an intervention to analyze the program's effect on nursing workplace incivility on one medically-focused medical- In fact, in five out of seven of the items on the Workplace Incivility Scale, there were slight increases the frequency of the nurses' encounters with workplace incivility. However, this occurred in one of the studies that used a program like CREW (Nikstaitis & Simko, 2014) . The researchers in that study suggested that the participants' increased understanding and recognition of workplace incivility may have been the cause of the small increase in the frequency of experienced incivility following the civility training program. This may have occurred in this project, as well. Based on the Confidence Scale results, there was a statistically significant increase in the nurses' self-reported ability to recognize incivility in the workplace. Similarly, the weekly discussions of workplace incivility may have increased the nurses' sensitivity in detecting workplace bullying behaviors.
It was also revealed in the facilitated discussions on the unit that most of the nurses' experiences with incivility did not occur with their fellow participants. Their incivility experiences in their current workplace tended to occur with persons from other units or shifts. The most common complaint involved uncivil behaviors by registered nurses on the day shift, including gossiping or backbiting behaviors. Since the project only involved a small group of the individuals in which they interact in the workplace, there was a decreased likelihood that the project would greatly change their workplace exposures to incivility. As well, the mean pretest scores on the Workplace Incivility Scale items reflected low frequencies of exposures to incivility, with most of the mean scores equated to "never" and "once or twice a year." Thus, there was not a great deal of room for improvement.
Following the intervention, there were statistically significant increases in the nurses' selfassessed ability to effectively recognize, respond to, and modify their reactions to workplace incivility. This outcome was replicated in other studies that used similar programs (Stagg et al., 2011; Oostrom and Mierlo, 2008) . Being able to actively practice responses to incivility in a safe setting, appeared to help increase the nurses' confidence in their ability to respond to bullying behaviors effectively. Although, qualitative data were not collected in this project, the project leader observed a general desire to discuss workplace incivility by the nurses involved in the training sessions. Once the training sessions were completed, the nurses frequently continued to casually discuss their experiences with workplace incivility and the effect that those experiences had on their nursing careers. The participants appeared to be fully engaged in the training process and eager to discuss workplace incivility in the small group setting.
There were several limitations to this project. There was a small number of participants, with nine participants completing the project. This limits the project leader's ability to extrapolate the results in evaluating the potential use of the program facility-wide. The conditions of the implementation were less than ideal. The project leader met with the participants during down times of their work shift. So, the full group of participants were never present at the same time. Another limitation of this study was the project leader's decision to only include registered nurses in the project. It would have been preferable to include all unit workers, not just registered nurses.
However, time and logistical constraints made it difficult to include part-time and as-needed staff.
Implications
The use of civility training sessions that include teambuilding exercises, facilitated discussions that focus on better understanding workplace incivility, and experiential learning exercises may have helped nurses on the MS-2 unit increase their confidence in their ability to recognize and respond to workplace incivility effectively. These outcomes were consistent throughout the literature reviewed, specific to the use of the CREW program. This type of program may be helpful to nurses throughout the facility and on all shifts. To truly improve workplace incivility, it would be helpful to include workers throughout the facility in the training. It might also be helpful to include the program in the orientation plan for nurses newly hired to work at the facility, as new or inexperienced nurses might be more vulnerable to workplace incivility, due to their inexperience. Implementing the modified version of the program on a yearly basis for all nurses could be useful, to maintain program results. If the program were implemented throughout the facility, it would be recommended that the training sessions be completed away from the nursing unit or department, so that there are fewer distractions and more department members could participate at the same time.
Online Journal of Rural Nursing and Health Care, 17(1) http://dx.doi.org/10.14574/ojrnhc.v17i1.438
131
Long-term evaluation of this project could be completed to include administration of the Workplace Incivility Scale and Confidence Scale after additional time has elapsed following the initial training of the participants. Evaluating patient outcomes, such as medication errors and patient satisfaction, could also be helpful in the future. Further study is needed to support the use of CREW in combating workplace incivility in rural nursing settings. Addision and Luparell (2014) surveyed 55 rural nurses in Montana about workplace disruptions caused by other healthcare workers. Eighteen percent of those surveyed reported that they had observed nursing colleagues demonstrating disruptive behaviors daily. The researchers concluded that the familiarity between coworkers that occurs at rural hospitals might increase incivility, due to a reduced perception of the need to maintain personal courtesy in workplace relationships. The available research, along with this quality improvement project, indicates the need to provide routine educational programs that train employees in how to recognize and manage incivility in all healthcare settings, particular so in rural healthcare settings.
Summary/Conclusion
Nursing workplace incivility has the potential to cause detrimental effects to the quality of care provided by nurses. Workplace incivility may also cause emotional and physical distress to those exposed to it on a routine basis. Some research suggests that rural healthcare environments may be more prone to workplace incivility than urban ones (Addision & Luparell, 2014) . The effects of workplace incivility, such as nursing turnover, may be more difficult for rural facilities to overcome, due to potentially reduced opportunities to recruit quality nurses (Bragg & Bonner, 2014) . Therefore, it is essential that rural healthcare facilities address workplace incivility. A modified version of the CREW program was used in this quality improvement project to help
